Dear Editor,

We thank the writer for the interest in our article[@ref1] and the interesting points that have been raised.

We agree with the writer that capsulorrhexis can be difficult at times, especially in cases of vitreous hemorrhage and no red reflex. In these cases, as suggested, trypan blue staining or endoilluminator in the anterior chamber can assist in the completion of a successful capsulorrhexis.[@ref2]We would agree that phacoemulsification is difficult in previously vitrectomized eyes, especially in cases where gas was used because of absence of vitreous support. We have already emphasized the various issues such as extremely deep anterior chambers during phacoemulsification, zonular dehiscence, increased mobility of the posterior capsule and loss of nuclear fragments posteriorly in these cases. We resorted to the use of anterior chamber maintainers for such cases and had no additional complications during the surgery.It has been reported that fibrinous uveitis is more common in cases of phacovitrectomy than in cases of phacoemulsification alone.[@ref3] Additionally, the occurrence of posterior capsular opacification (PCO) in combined surgeries is greater than reported with phacoemulsification alone, due to greater manipulation, longer operating times and greater postoperative inflammation.[@ref4] The PCO rates and the postoperative inflammation have been reported to be lesser in cases of hydrophobic IOLs.[@ref5] All this had been the basis for our usage of hydrophobic acrylic lenses in cases of phacovitrectomy.Three mm as well as 3.5 mm sclerotomies can be done in cases of phacovitrectomy. We have been routinely using sclerotomies 3.5 mm behind the limbus and have not faced any difficulties. A similar technique has been reported for cases of phacovitrectomies.[@ref6]
